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provisions of Contract Section 1-Z.  (Bold emphasis added). 
 

Article II-G, Scope of Comprehensive Benefit Package. MDCH contract 
(Contract) with the Medicaid Health Plans,  

 September 30, 2004, Page 30. 
 
 

As it says in the above Department - MHP contract language, a MHP such as  
 may limit services to those that are medically necessary and that are consistent 

with applicable Medicaid Provider Manuals.  It may require prior authorization for certain 
procedures.  The process must be consistent with the Medicaid Provider Manual.  The 
pertinent sections of the Medicaid Provider Manual criteria for prior authorization and 
Medical Necessity are below:  
 

1.10 PRIOR AUTHORIZATION 
Medicaid requires prior authorization (PA) to cover certain 
services before those services are rendered to the beneficiary. 
The purpose of PA is to review the medical need for certain 
services.  It does not serve as an authorization of fees or 
beneficiary eligibility.  Different types of services requiring PA 
include: 

• Procedures identified as requiring PA on the procedure 
code databases on the MDCH website; 

• Procedures/items that are normally noncovered but may 
be medically necessary for select beneficiaries (e.g., 
surgery normally cosmetic in nature, obesity surgery, 
off-label use drugs, etc.); and 

• Referrals for elective services by out-of-state 
nonenrolled providers. 
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1.5 MEDICAL NECESSITY 
Services are covered if they are the most cost-effective 
treatment available and meet the Standards of Coverage 
stated in the Coverage Conditions and Requirements Section 
of this chapter. 
 
 
 
A service is determined to be medically necessary if prescribed 
by a physician and it is: 
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• Within applicable federal and state laws, rules, 
regulations, and MDCH promulgated policies. 

• Medically appropriate and necessary to treat a specific 
medical diagnosis or medical condition, or functional 
need. 

• Within accepted medical standards; practice guidelines 
related to type, frequency, and duration of treatment; 
and within scope of current medical practice. 

• Inappropriate to use a nonmedical item. 
• The most cost effective treatment available. 
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The MHP stated the denial was based upon lack of necessary information in order to 
determine whether the MRI is medically necessary.  It was not asserted it is not medically 
necessary, rather, that insufficient information was provided for them to determine the 
medical necessity of the procedure requested.  Additionally, it was pointed out that the code 
for a procedure different than an MRI was used on the request for prior authorization. 
Despite requests for clarification or correction, none was provided by the Appellant’s 
medical provider.  
 
The Appellant provided testimony concerning her constant pain and worsening symptoms. 
She asserts her earlier MRI revealed she has degenerative joint disease.  She did not 
address the concerns presented in the MHP’s case, specifically, that they did not receive 
the documentation requested from the Appellant’s provider.  She otherwise offered no legal 
challenge to the assertion that the procedure could not be approved due to lack of needed 
clinical information necessary to make the determination of whether it is medically 
necessary for the Appellant to have another MRI at this time.  She did not address her 
provider’s failure to respond to the Health Plan’s requests for additional information.  
 
DECISION AND ORDER 
 
Based on the above findings of fact and conclusions of law, I find the Department’s denial 
of coverage for an MRI in accord with the applicable portion of the Medicaid Provider 
Manual.  
 
 
 
 
 
IT IS THEREFORE ORDERED that: 
 






